Multiple forms of psychopathology, including depression, suicidal ideation, anxiety disorders, and posttraumatic stress disorder (PTSD), are well documented in conflict-affected populations (Johnson et al., [2008](#CIT0017), [2010](#CIT0018); Steel et al., [2009](#CIT0033)). Increasingly, efforts to reduce global mental health disparities have led to calls for the implementation of evidence-based treatments in settings with active war, conflict, or other security issues where needs are great (World Health Organization \[WHO\], [2010](#CIT0043)). However, psychological treatments with demonstrated effectiveness in high-income countries may be more challenging to deliver in populations exposed to mass conflict and displacement due to ongoing exposure to trauma and other major stressors (O'Callaghan, McMullen, Shannon, Rafferty, & Black, [2013](#CIT0025)). Beyond the basic practicality of how to deliver psychotherapy services in conflict-affected areas, it is unclear whether clients who are at ongoing risk of re-traumatization can benefit from trauma-focused psychotherapy (Wangelin & Tuerk, [2014](#CIT0040)). Little guidance exists regarding the feasibility and effectiveness of delivering treatments in these settings. To understand how insecurity stemming from ongoing conflict may impact delivery and effectiveness of a trauma-focused psychotherapy, the present study examines the degree to which ongoing insecurity impacted the implementation and effectiveness of Cognitive Processing Therapy (CPT) delivered to sexual violence survivors in conflict-affected areas of eastern Democratic Republic of the Congo (DRC).

The DRC is the site of the deadliest conflict since World War II and has undergone continued violence and civil war for decades (Coghan et al., [2007](#CIT0006)). As a result, more than 4.5 million Congolese were internally displaced as of 2017, and more than 811,300 had fled to neighbouring countries as of 2018 (UNHCR, [2019](#CIT0038)). Sexual violence, mainly targeted at women and girls, has been commonly used as a tool and experienced as an effect of armed conflict in Eastern DRC (Duroch, McRae, & Grais, [2011](#CIT0010); Steiner et al., [2009](#CIT0035)). One estimate from a large population-based survey in Eastern DRC found roughly 40% of women in these conflict-affected areas reported experiencing sexual violence (Johnson et al., [2010](#CIT0018)). Sexual violence is a well-documented risk factor for many mental disorders, including PTSD and depression (Dworkin, [2018](#CIT0011); Dworkin, Menon, Bystrynski, & Allen, [2017](#CIT0012)). In the same large population-based survey, 50% of the population met symptom criteria for PTSD and 41% for major depressive disorder (Johnson et al., [2010](#CIT0018)).

For these types of mental health conditions, The Mental Health Gap Action Programme (mhGAP) recommends individual and group Cognitive Behavioural Therapy (CBT) with a trauma focus or with eye movement desensitization reprocessing (Tol, Barbui, & van Ommeren, [2013](#CIT0036); World Health Organisation, [2013](#CIT0042)) for treatment of PTSD in global settings where trained and supervised therapists are available. However, the mhGAP recommendations state that these interventions 'should be considered when the person is within a safe environment, i.e. there are no ongoing traumatic events and the person is not at imminent risk of further exposure to traumatic events' (WHO, [2013](#CIT0042), p. 10). The guidelines point out that uncertainty remains among experts regarding to what extent these types of trauma-focused treatments can be delivered appropriately in settings of ongoing armed violence (Murray et al., [2014](#CIT0022)). Feasibility challenges include having to cancel therapy or supervision sessions for safety reasons, exposure of providers to unsafe conditions that could precipitate or exacerbate their own mental health problems and interfere with their ability to provide efficacious treatment, and session time being reallocated to safety planning. Continuous trauma exposure may also impose logistical barriers to patients' ability to attend sessions, pay attention in sessions, and complete between session practice.

It is also unclear how beneficial therapy may be to patients even when optimally delivered if they are living in contexts of ongoing trauma. Although a common goal of PTSD treatment is to reduce 'false alarm' responses conditioned by a threat that is no longer present, people at risk of ongoing trauma exposure may, by necessity, experience a consistently elevated state of arousal in response to true threats (Eagle & Kaminer, [2013](#CIT0013); Nuttman-Shwartz & Shoval-Zuckerman, [2016](#CIT0024)). Despite these concerns, there is increasing interest in delivering evidence-based psychotherapies for trauma-related mental health problems to people at risk of ongoing trauma exposure, including soldiers deployed in a combat setting (McLay, McBrien, Wiederhold, & Wiederhold, [2010](#CIT0019); Wangelin & Tuerk, [2014](#CIT0040)), women in abusive relationships (Iverson, Resick, Suvak, & Taft, [2012](#CIT0016)), people in settings affected by natural disaster where threat of harm continues (Hobfoll et al., [2007](#CIT0015)), and children exposed to ongoing community (Stein et al., [2003](#CIT0034)) or family violence (Bryant et al., [2017](#CIT0005); Cohen, Mannarino, & Iyengar, [2011](#CIT0007); Murray, Cohen, & Mannarino, [2013](#CIT0021)).

Researchers have examined the feasibility and effectiveness of mental health and psychosocial support interventions in settings with elevated risk for trauma exposure, but there is a paucity of rigorous studies on how ongoing conflict affects outcomes, and little research has addressed trauma-focused psychotherapy specifically (Asgary, Emery, & Wong, [2013](#CIT0003)). A review of the feasibility of psychotherapy for sexual trauma in the context of armed violence noted the lack of research in this area, although results of the studies reviewed suggested that symptom improvement was possible even in the context of ongoing conflict (Tol et al., [2013](#CIT0037)). In one of the few studies of trauma-focused psychotherapy in an active conflict setting, 91 patients with PTSD resulting from a car bomb received cognitive therapy, and improvements were observed even though more than 60 hoax or false alarm bomb threats were received and publicized during the course of the study (Gillespie, Duffy, Hackmann, & Clark, [2002](#CIT0014)). A subsequent randomized controlled trial in this setting found a drop-out rate of 20%, which the authors attributed in part to ongoing conflict (Duffy, Gillespie, & Clark, [2007](#CIT0009)). More recent rigorous controlled trials investigating trauma-based psychotherapy in areas of ongoing conflict have been published and have found that these therapies are both well tolerated and effective (O'Callaghan et al., [2013](#CIT0025); Weiss et al., [2015](#CIT0041)). Given heterogeneity in exposure and the dynamic nature of conflict, it remains unclear how different levels of exposure to ongoing trauma affect patients' outcomes in trauma-focused psychotherapy within these settings. Testing this question could help to inform decision-making about the appropriate timing of trauma-focused treatment.

The purpose of the present study is to assess the degree to which exposure to different levels of ongoing insecurity impacts effectiveness of an evidence-based trauma-focused psychotherapy for sexual violence survivors. Specifically, we examine whether women receiving treatment in sites categorized as being in areas of relative high-insecurity experienced differential impacts of the CPT program compared to women in sites categorized as being in areas of relative low insecurity. We hypothesized higher levels of insecurity would be associated with higher initial symptom presentations. We also hypothesized both groups would improve over time, but improvements would be more pronounced among women living in relatively more secure areas.

1.. Methods {#S0002}
===========

This study uses data from the CPT arm of a larger randomized-controlled trial implemented to evaluate the effectiveness of CPT compared with individual support for sexual violence survivors in eastern DRC (Bass et al., [2013](#CIT0004)).

1.1.. Participants {#S0002-S2001}
------------------

Fifteen rural sites in South Kivu province, eastern DRC (hereafter referred to as 'sites') were included in the original trial. Selection of study sites was based on accessibility and availability of a psychosocial assistant (PSA) to provide services for the duration of the trial. Seven sites were randomized to the CPT condition and were included in the current analysis. All PSAs had experience providing basic individual support and case management services for sexual violence survivors prior to receiving training in CPT.

Study recruitment occurred in December 2010, 3 months prior to the initiation of CPT. The PSAs identified potentially eligible women through a review of current and prior client files from their ongoing psychosocial program for survivors. Study eligibility included being age 18 years or older and report of: (a) having personally experienced and/or witnessed sexual violence; (b) having significant psychological symptoms, defined as a score of at least 55 on a combined measure of trauma, depression and anxiety (see measure section below); and, having (c) some impairment in daily functioning, defined as a score of at least 10 (i.e. dysfunction on at least half the activities) on a locally developed measure (Bass et al., [2013](#CIT0004)). Of the women included in the CPT groups who had personally experienced sexual violence, 12 said the assault was perpetrated by someone they knew (8%). Although not formally assessed, participants' physical safety was monitored throughout the treatment and addressed as a clinical issue in cases of intimate partner violence.

Women were excluded from the trial if they reported suicidality that was judged by clinical staff to require immediate treatment. Eligible women were invited to an NGO-sponsored 'listening centre' where Congolese research assistants implemented the consent process and administered the study questionnaire. Interviews continued until 28--30 eligible women were identified at each site.

1.2.. Procedures {#S0002-S2002}
----------------

PSAs at each study site provided 12 sessions of CPT to 3 concurrent groups of 6--8 women over a 4-month period. The Johns Hopkins Bloomberg School of Public Health and the Kinshasa School of Public Health Institutional Review Boards provided ethical approval. All study participants provided oral informed consent.

### 1.2.1.. Cognitive Processing Therapy {#S0002-S2002-S3001}

CPT is a structured, manualized therapy with evidence of effectiveness for treating depression, anxiety, and PTSD among survivors of sexual violence (Resick et al., [2008](#CIT0028); Vickerman & Margolin, [2009](#CIT0039)). Originally developed as a group intervention, CPT provides participants with skills to recognize maladaptive beliefs they have related to the trauma and learn to challenge those beliefs, thereby reducing negative emotions. Through discussing the trauma and these maladaptive beliefs, participants are thought to process emotions regarding the traumatic event, reduce avoidance of trauma-related cues and reminders, reformulate feelings and thoughts about the event, and cope better with daily challenges (Resnick & Schnicke, [1992](#CIT0029)).

For this study, CPT was comprised of one individual session lasting 1 h and eleven weekly 2-h sessions with 6--8 women per treatment group. The standard CPT treatment model was modified in several ways to better fit the Congolese culture, treatment delivery by paraprofessionals (psychosocial assistants), and high levels of client illiteracy. For example, an individual meeting was included at the beginning of treatment to provide the client with more information about what talk therapy is and explaining the intervention process in general. Specific content adaptations how to address beliefs about sexual assault's impact on women's social status, including providing locally relevant examples of stuck points ('Since the rape, I don't have a voice in my house'). We also provided more basic skills to the psychosocial assistants on how to conduct group psychotherapy. To address high rates of illiteracy, we changed language around 'homework,' reducing psychological jargon and simplifying CPT skills so that the steps could be memorized. Efforts to increase accessibility for low literacy participants also included reducing the number of 'challenging questions' from 10 to 4 to facilitate memorization of skills, and removing one CPT skill (patterns of problematic thinking). A detailed description of adaptations made and the adaptation process in available as a supplement to the original clinical trial (Bass et al., [2013](#CIT0004), [*https://tinyurl.com/vt72en4*](https://tinyurl.com/vt72en4)).

The psychosocial assistants received 2 weeks of in-person training with US-based CPT trainers using the materials adapted for the eastern DRC context and translated into French. After training, supervision was provided through a two-tiered structure. Tier 1 was comprised of Congolese psychosocial supervisors provided direct supervision through weekly phone/in person meetings with the PSAs. In Tier 2, a US-trained clinical social worker (bilingual in English and French) provided on-site clinical oversight and supervision to the supervisors while maintaining weekly phone contact with the US-based trainers who provided additional support and quality assurance.

1.3.. Providers {#S0002-S2003}
---------------

The PSAs trained to provide CPT were all women who were residents of the communities they were serving. Each had at least 4 years of post-primary-school education. They also had between 1 and 9 years of experience providing case management and individual supportive counselling to survivors of sexual violence and had undergone a 5--6 day training session conducted by the International Rescue Committee (our implementing partner) in case management, prior to participating in the CPT training. The case management training included information on counselling, family mediation, stress management, and clinical care of survivors.

1.4.. Baseline measures {#S0002-S2004}
-----------------------

The study questionnaire was translated into five local languages (Kibembe, Kifuliro, Kihavu, Mashi, and Swahili) and included sections on demographics, trauma exposure, daily functioning, and psychosocial and mental health problems.

### 1.4.1.. Demographics {#S0002-S2004-S3001}

Participants self-reported their age, language, marital status, the total number of people living in their household, and whether they had lived in the same village for 10 years or more.

### 1.4.2.. Daily functioning {#S0002-S2004-S3002}

Assessment of functional impairment was based on the degree of difficulty in performing 20 important tasks of daily living identified based on qualitative data from the study sites (Applied Mental Health Research Group, [2013a](#CIT0001), [2013b](#CIT0002)). Participants were asked to rate the degree of difficulty in performing each task on a 5-point Likert scale (0 = no difficulty, 1 = little difficulty, 2 = a moderate amount of difficulty, 3 = a lot of difficulty, and 4 = often unable to perform the task). An average per-item score was generated for each participant, with scores ranging from 0 to 4 and higher scores indicating greater impairment.

### 1.4.3.. Mental health {#S0002-S2004-S3003}

The Hopkins Symptom Checklist (HSCL-25) (Derogatis, Lipman, Rickels, Uhlenhuth, & Covi, [1974](#CIT0008)) and the Harvard Trauma Questionnaire (HTQ) (Mollica et al., [1992](#CIT0020)) were adapted to assess for depression, anxiety, and PTSD symptoms based on a mixed-methods approach to fit the local context (Bass et al., [2013](#CIT0004)). Both the HSCL-25 and the HTQ have been used internationally and have strong psychometric properties. Participants were asked to rate how often they experienced each symptom in the prior 4 weeks using a Likert scale ranging from 0 (not at all) to 3 (a lot). The mental health section of the study questionnaire was comprised of a total of 55 symptoms that included the HSCL-25, HTQ, and 15 additional locally relevant symptoms identified during the qualitative instrument development phase of the study.

1.5.. Session monitoring questionnaire: mental health symptoms {#S0002-S2005}
--------------------------------------------------------------

An 11-item scale of the mental health symptoms drawn from published instruments ([Table 1](#T0001)) was used by PSAs to track changes in key symptoms from session-to-session. The 11 items were chosen as a subset of the larger 55-item measure based on the following guiding principles: (1) frequency of mention in prior qualitative interviews on problems faced by sexual violence survivors in Eastern DRC; (2) representation of key aspects of depression, anxiety, and PTSD; and (3) clinical management needs (e.g. tracking suicidality). Participants were asked to indicate the extent to which symptoms bothered them in the past week: 0 = 'not a problem', 1 = 'a little problem', 2 = 'a medium problem', or 3 = 'a big problem'.10.1080/20008198.2020.1735162-T0001Table 1.Mental health symptom scale.ItemSourceFeeling sadHSCL depression subscaleFeeling lonelyHSCL depression subscaleThoughts of ending your lifeHSCL depression subscaleWorrying too much or feeling fearfulHSCL anxiety subscaleSpells of terror or panicHSCL anxiety subscaleRecurrent thoughts/memories of the worst traumaHTQFeeling on guardHTQAvoiding activities that remind you of the traumatic or hurtful eventHTQNightmares about the worst traumaHTQAvoiding thoughts or memories about the traumatic or hurtful eventHTQFeeling guilty or ashamedHTQ[^2]

1.6.. Site insecurity {#S0002-S2006}
---------------------

Degree of site insecurity was categorized as high or low levels of ongoing insecurity. The coding of the level of insecurity at each of the seven study sites was based on information collected from the Congolese psychosocial supervisors and the PSAs. For each site, the supervisors were asked to report on the following information for the 4-month intervention period: 1) degree of ongoing presence or threat of presence of armed groups and 2) incidents of violence at the site. Insecurity was coded on the basis of these events, rather than on clients' perceptions of insecurity (which might have been affected by symptoms of PTSD).

The degree to which armed groups occupied a given site or were able to easily access a site contributed heavily to the ratings of high insecurity, more so than distinct incidents of violence in the site. For example, two intervention sites neighboured an uninhabited national park where armed groups retreated for concealment. The easy access armed groups had to these sites caused frequent displacement of the local population, and even during periods of relative calm, served as a constant threat to residents. This led supervisors to rank these two sites as having high levels of insecurity. Conversely, at one site near a larger city, the presence and threat of an armed group were sporadic rather than constant and thus the supervisors ranked this site as having a low level of insecurity.

All sites reported at least one incident of violence during the 4-month intervention period. The nature of these events ranged in type and frequency and included site-wide attacks and looting, outbursts of fighting between armed groups that displaced populations into the forest, specific looting of individual homes or businesses, and kidnapping and attacks by armed groups on specific individuals leading to injury or death. During the study, four children living in the sites and one CPT group member were murdered. Supervisors indicated that site-wide attacks were the most impactful to women's health and wellbeing due to the number of people affected, the fact that rape, murder and robberies would all take place at once, and the likelihood of displacement. Supervisors cited targeted murder and kidnapping as the next most serious incidents, as they caused general fear and grief among the site. These types of events were weighted more heavily in determining the overall level of insecurity.

Coding was completed prior to the initiation of data analyses. The supervisors agreed on the coding of insecurity for each site. Ultimately, three sites were identified as being relatively higher insecurity and four were identified as being relatively lower insecurity.

1.7.. Analysis plan {#S0002-S2007}
-------------------

To examine the influence of the site-level insecurity on participants' symptom change over the course of the CPT intervention, we conducted multilevel-mixed effects linear regressions (i.e. hierarchical linear models; Raudenbush & Bryk, [2002](#CIT0027)) with all available data using maximum likelihood estimation. To account for the clustered nature of the data, four levels were specified with repeated weekly measures of mental health symptoms at each week of therapy at level 1, participants at level 2, and treatment groups at level 3, and site at level 4. Because there was only one PSA per site in this study, the fourth level also reflected the PSA in addition to the site.

We used a model-building approach in which we sequentially examined models that included random intercepts, then random slopes, and then alternative covariance structures (Singer & Willett, [2003](#CIT0031)). We compared each successive model to the one before using likelihood-ratio tests (Singer & Willett, [2003](#CIT0031)). Based on these tests, we determined that the best fitting model had random intercepts specified at each level; included a random slope for time (i.e. session) at the client level; and, used an unstructured covariance structure at the client level.

To examine our hypothesis that high levels of site insecurity would be associated with higher initial mental health symptoms, we first ran a model that included only the fixed effects of session and site insecurity. To examine our hypothesis that women in lower insecurity sites would improve more, we then ran a model that included an interaction between site insecurity level and session that allowed us to examine change over time as a function of site insecurity. Given the variability in PSA level of prior mental health experience and the potential for that to impact client outcomes, we included PSA's number of years of experience as a fixed effect in all models. All analyses were conducted using Stata version 13 (StataCorp, [2013](#CIT0032)).

2.. Results {#S0003}
===========

A total of 1,646 level 1 observations were included in analyses from 158 participants living in the 7 sites randomized to receive CPT. Treatment completion was defined a priori as completion of 9 or more sessions (Bass et al., [2013](#CIT0004)). Based on that criteria, 141 participants (90%) were considered treatment completers. Participants completed the session monitoring questionnaire at an average of 10.4 (*SD* = 2.5) sessions,[^1^](#EN0001) 74 (46.8%) completed monitoring questionnaires at all 12 sessions, and 138 (87.3%) had completed monitoring questionnaires from at least 9 sessions. As shown in [Tables 2](#T0002), [3](#T0003) sites (43%) were considered to have a high level of insecurity. Participants attended more sessions at these sites (*M* = 11.4, *SD* = 1.3) than at sites with low levels of insecurity (*M* = 9.7, *SD* = 3.0), *t*(156) = −4.43, *p* \<.001.10.1080/20008198.2020.1735162-T0002Table 2.Degree of insecurity by site.SitePSA years experienceLevel of insecurityExemplar security incidents during CPT19HighOver 40 people kidnapped and taken into the forest. One woman from group murdered.29HighOne attack on site. People fled to the forest for safety.32HighBullets fired in the centre of town by military.42Low6 murders by bandits or military over 2 months in the area.51Low2 outbursts of fighting causing displacement.66LowBandits attacked and robbed health centre.73LowAttack and pillage of the parish and clinic. 10.1080/20008198.2020.1735162-T0003Table 3.Results of the multilevel mixed effects model examining the impact of site insecurity on mental health symptom change across the 12 sessions of CPT.Fixed effectsCoefficient (95% CI)Psychosocial counsellor experience3.13 (−0.75, 7.02)Session−1.93 (−2.02, −1.82)Site insecurity1.90 (−1.99, 5.78)Session x insecurity−0.25 (−0.40, −0.11)Random effectsVariance (95% CI)Site5.48 (1.89, 15.90)Treatment group0.04 (0.00, 2.88)Participant0.56 (0.08, 0.19)[^3]

The average mental health symptom score at the first session of CPT was 20.8 (*SD* = 5.5), whereas at the last CPT session, the average symptom score was 1.6 (*SD* = 1.8). There was a non-significant trend for mental health symptoms to be greater at the first CPT session at sites with high (*M* = 21.7, *SD* = 4.5) compared to low (*M* = 20.1, *SD* = 6.0) levels of insecurity, *t*(156) = −1.83, *p* =.07. Symptom scores were significantly greater at the final CPT session at sites with high levels of insecurity (*M* = 2.5, *SD* = 2.0) compared to sites with low levels of insecurity (*M* = 0.8, *SD* = 1.1), *t*(131) = −6.02, *p* \<.001.

In the first model, we examined only the main effects of session and site insecurity after accounting for the PSA's level of experience. This model was significant (Wald χ^2^(3) = 2737.16; *p* \<.001) and estimated a significant reduction in mental health symptoms over time (*β* = −2.04, 95% CI: −2.11, −1.96, *p* \<.001). The effect of site insecurity was not statistically significant (*β* = 1.60, 95% CI: −2.30, 5.49, *p* =.42).

Next, we examined the impact of site-level insecurity on mental health symptom change across the CPT sessions ([Table 3](#T0003)). The overall model was significant, Wald χ^2^(4) = 2937.98; *p* \<.001. After accounting for the PSA's level of experience, there was a significant interaction between site insecurity and session, such that sites with a high level of insecurity had a steeper slope (i.e. had a faster rate of mental health symptom reduction) compared to sites with a low level of insecurity. Visual examination of session-by-session change in high versus low insecurity sites ([Figure 1](#F0001)) indicates that high-insecurity sites experienced an initial increase in symptom severity. The variation associated with site-, therapy group-, and participant-level clusters were significant.10.1080/20008198.2020.1735162-F0001Figure 1.Impact of site insecurity on treatment outcomes over time.

3.. Discussion {#S0004}
==============

The purpose of the present study was to assess the extent to which degree of ongoing insecurity was associated with differences in the effectiveness of a psychotherapy intervention provided to female survivors of sexual violence. Our findings suggest that CPT can be delivered in high-insecurity settings without reductions in efficacy. Specifically, we found that, even in settings where there were armed groups in the area and ongoing violence while CPT treatment groups were being conducted, women improved and, contrary to our hypothesis, had comparable outcomes with women in lower insecurity sites. This is consistent with a growing body of literature suggesting that symptom improvement can occur when treating trauma in the context of ongoing conflict (Bass et al., [2013](#CIT0004); Gillespie et al., [2002](#CIT0014); Murray et al., [2013](#CIT0021); Robjant, Roberts, & Katona, [2017](#CIT0030); Tol et al., [2013](#CIT0037)), but expands this work to suggest that the *degree* of safety risk posed by a setting does not appear to affect outcomes. Notably, in higher-insecurity settings, treatment was provided effectively despite logistical challenges (e.g. not being able to use roads to travel to appointments during times of risk) and an ongoing risk of trauma to both clients and therapists. Indeed, high rates of treatment completion were observed across sites (i.e. 90% completed at least 9 sessions) relative to other trials of cognitive therapy in conflict settings (e.g. 79% completed at least 6 sessions in Duffy et al. ([2007](#CIT0009))), and participants in high-insecurity sites attended significantly more sessions. This provides important evidence in contradiction of concerns about the feasibility and efficacy of delivered trauma-focused interventions in settings where there are ongoing safety threats (Tol et al., [2013](#CIT0037)).

Contrary to our expectations, settings with higher levels of insecurity evidenced more rapid improvements in symptoms over the course of treatment. Although the mechanism of this effect is unclear, it is possible that clients in these settings were more motivated to engage in treatment or PSAs were more motivated to provide care in order to cope with ongoing threats to their safety. The PSAs in these sites also demonstrated a great deal of commitment to ensure high rates of participation in the groups, despite the level of insecurity. Specifically, these PSAs sometimes organized CPT group meetings in the forest or the fields when their communities were displaced to provide social support and to ensure group members could continue with therapy. This made sessions more accessible and may have increased group cohesion, potentially accounting for the higher rates of attendance at high-insecurity sites. The initial increase in scores experienced by women in high-insecurity areas also may account for the steeper slope, as there was more room within which to improve scores. This initial increase might also reflect exposure to emotions that were being avoided on a day to day basis as therapists encouraged non-avoidance. Our findings are also consistent with the larger PTSD treatment literature that suggests that increases in symptoms during early treatment are not ultimately harmful, as individuals still improve over time and reach good clinical outcomes by the end of treatment even if their symptoms initially increase (Nishith, Resick, & Griffin, [2002](#CIT0023)).

It is possible that beliefs generated via cognitive restructuring -- a key skill in CPT -- might be somewhat different in high-insecurity settings. A basic premise of CPT is that experiencing a trauma leads individuals to develop overaccommodated beliefs about themselves, others, and the world (e.g. 'the world is completely dangerous'), which lead to distress and behavioural dysfunction. An underlying principle of CPT is that altering these beliefs to be more realistic will result in symptom reduction (Resnick & Schnicke, [1992](#CIT0029)). Although we did not collect systematic data regarding the nature of restructured cognitions in clients, what constitutes a realistic belief regarding safety (e.g. 'this area is sometimes targeted by militants') might differ for clients residing in an insecure setting compared to those living in relatively safer areas. If these realistic beliefs were, indeed, different across settings, the current study findings suggest that increasing realistic beliefs might be beneficial even when realistic beliefs reflect a relative lack of safety and may appear at first glance to be anxiety provoking. Future research could examine the targets and outcomes of cognitive restructuring in high-insecurity settings to better understand these processes.

To be maximally effective, efforts to disseminate and implement evidence-based practices must consider challenges raised by the context in which interventions will be implemented. However, dissemination and implementation theory have focused primarily on providers and organizations in terms of their readiness to implement new interventions. The current work poses an underexamined question relevant to dissemination and implementation theory and practice: will it be *effective* to implement a given intervention in a given context? Although our results suggest that CPT was effective even in high insecurity sites in eastern DRC, more work is needed in this area. Future research should continue to test how characteristics of settings alter the feasibility and effectiveness of evidence-based treatments and what the contextual limits are for when an intervention is no longer effective. Other characteristics of regions at high need for mental health treatment, such as poverty, remain largely untested as moderators of treatment impact and are additionally important targets for broader multisectoral interventions in addition to trauma-focused treatments (Purgato, Tol, & Bass, [2017](#CIT0026)). It would also be useful to explore whether instability in the lives of clients themselves -- for example, continued risk of potential violence among clients in ongoing abusive relationships -- affects the impact of trauma-focused therapies. This also presumes that basic client safety has been established prior to delivery of a trauma-focused therapy. Results from such studies could provide critical guidance to clinicians and policymakers.

The current study has several strengths, including the use of longitudinal assessment of women's symptoms over many time points, the examination of differences across multiple contexts, and the examination of a high-need but under-resourced population. However, the study also has limitations. Because the primary purpose of the trial was to test the overall effectiveness of the intervention in eastern DRC, tests of differences in insecurity reflect a relatively small number of sites (only those randomized to CPT) that were not intentionally selected for their level of security. It is thus unclear whether the results are idiosyncratic to the sites selected and generalizable to other settings. In addition, the degree to which setting-level insecurity affected individual clients or the extent to which individual's directly experienced trauma exposures during therapy (e.g. via re-traumatization in the course of treatment) was not measured. In addition, our measure of setting-level insecurity did not take into account individual participant experiences of insecurity and was based on a subjective measure of supervisors' perceptions of incidents of insecurity rather than a systematic gathering of incident reports. Finally, the mental health symptom scale that was used as the primary outcome was itself not a validated scale, but was derived from longer measures that were locally validated (Bass et al., [2013](#CIT0004)). Also, due to logistical challenges, only total score data were collected, rather than item-level data. This precluded us from examining how individual symptoms changed over time and precluded us from examining the psychometrics of the reduced measure, though psychometrics of the larger 55-item measure were examined. These limitations should be addressed in future research.

In sum, this work provides important evidence to support the feasibility and effectiveness of efforts to reduce global mental health disparities by implementing evidence-based treatments, even in settings with major barriers to implementation. Similar examinations of the degree to which perceived barriers to implementation in high-need settings affect treatment feasibility and effectiveness will be critical in informing global dissemination and implementation efforts.

Session monitoring questionnaires were sometimes not completed when participants arrived late or clinicians did not record or transmit session data.
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